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in those people who are ultra-rapid metabolisers due to the 

CYP2D6 duplication. Mothers and babies should be carefully 

observed and monitored for signs of opioid toxicity. In most 

cases the occurrence of central nervous system depression 

with opioids is consistent between mother and baby (although 

babies appear to be more sensitive to the effects of opioids) and 

so if a mother appears to have adverse effects of opioids there 

should be a low threshold for examining the baby and excluding 

toxicity.12 If longer-term pain relief is required, then other drugs 

such as NSAIDs should be considered as first-line treatment. 

Conclusion and recommendations 
At MotherSafe we reassure women regarding inadvertent 

NSAID use, but recommend paracetamol as first-line treatment 

of fever and pain during pregnancy. Codeine or another opioid 

analgesic can be added to treat more severe pain. NSAID use is 

contraindicated in the third trimester and alternative analgesics 

should also be considered in the first trimester.

Women and their doctors should however be reassured that 

there are safe options to treat pain, both acute and chronic, 

during pregnancy and breastfeeding. 
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Self-test questions
The following statements are either true or false  

(answers on page 31)

3. Paracetamol does not cross the placenta.

4. NSAIDs should be avoided during the third trimester.

Analgesics and pain relief in pregnancy and breastfeeding

Dental notes 
Prepared by Michael McCullough, Chair, Therapeutics Committee, Australian Dental Association

It is probably prudent for dentists not to prescribe non-steroidal  

anti-inflammatory drugs for pain relief during pregnancy. If their  

patients are experiencing profound, persistent pain it would  

be advisable to liaise with the patient's medical practitioner  

for appropriate management. Importantly, accurate diagnosis  

and timely dental treatment will dramatically and effectively 

reduce the pain for these patients. This will diminish the 

requirement for systemic pain relief.

Dentists often advise patients regarding pain management for 

dental pain and generally the recommendation for pregnant 

women to use paracetamol, as the first-line treatment of fever 

and pain, is reasonable. However, on occasions the dental pain 

experienced will warrant the short-term use of drugs which 

include therapeutic doses of codeine. The use of these drugs for 

short-term treatment (2–3 days) in women who are pregnant or 

breastfeeding should not pose any adverse risk. 


